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ABSTRACT 

 This article expands on the extant literature related to the effects of family member 
migration to the US on the health of women in Mexico with a focus on long-term effects of 
spouses’ migration to the US on the hypertension, diabetes, and depression outcomes for a 
nationally representative sample of Mexican women 50 years and older who report ever being 
married or in a consensual union (n=6253). The results suggest that there are no significant 
differences in the later-life health outcomes for women with and without a history of spousal 
migration to the US if those women are currently in a union with their spouse. Women who 
report spousal migration and are not currently in a union (i.e. divorced, separated, or widowed) 
have significantly greater odds of doctor-diagnosed diabetes (OR: 1.58, p<0.01) and 
hypertension (OR: 1.38, p<0.05) later in life compared to women not currently in a union and 
with no spousal migration to the US. These results are robust to controls for aspects of marital 
and family history (e.g. total years married, number of live births). These significant results of 
spousal migration to the US on the diabetes and hypertension outcomes for non-married women 
did not appear to be mediated by the strain of raising children alone. There were significant 
interaction effects by women’s own labor and migration history, and current decision-making 
power. There were no significant effects of spousal migration to the US on an indicator of past-
week depression. The results speak to the importance of family migration history in shaping 
later-life chronic disease outcomes for older women in Mexico, in combination with their marital 
histories. These results underscore the importance of US migration as a social determinant of 
health for an aging Mexican population.  
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INTRODUCTION 

 Mexico is currently undergoing a rapid demographic and epidemiologic transition with 

consequences for health and well-being. For one, longer life expectancy in combination with 

declining fertility rates have led to a quickly aging Mexican population (Ham-Chande, 2011). 

Adults 60 years and older are expected to rise from 6% of the Mexican population in 2000 to 

15% in 2027. In contrast, this is half the time that it took U.S. and Japan to undergo the same 

shift in age structure (R. Wong & Palloni, 2009).  

 Meanwhile, the epidemiological transition has led to the rise of non-communicable 

diseases as leading causes of morbidity and mortality in Mexico. Between 1970 and 1990, 

mortality due to infectious disease fell from 7.7 per 1000 to 0.75 per 1000 while chronic or 

degenerative disease mortality rose from 1.04 to 2.15 per 1000 population in the same time 

period (R. Wong & Palloni, 2009). The leading causes of mortality in Mexico are now heart 

disease, diabetes, and cerebrovascular disease, and major depressive disorder is the largest 

contributor to disability (Stevens et al., 2008). 

 Within this shifting demographic and health context, there is an increasing interest in the 

life-course social determinants of health for older adults in Mexico. Unlike infectious diseases, 

which are mostly influenced by proximal causes such as current hygiene and nutritional status, 

chronic conditions are additionally influenced by a number of cumulative and latent factors over 

the life course. Even as medical and public health interventions have reduced acute illnesses, 

many older adults in Mexico experienced conditions of material deprivation and poor health in 

childhood as well as in mid-life, which may contribute to worse health in older ages. (Palloni, 

1981). The long-term effects of these earlier life exposures are of increased interest to 
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researchers in Latin American health and aging, particularly in a context of persistent economic 

inequality and unequal social protection for older adults (R. Wong & Palloni, 2009).   

 Another important consideration when considering the social determinants of health in 

Mexico is the role of U.S. migration. Over the course of the 20th century, Mexico became the 

largest migrant sending country to the U.S. While Mexican immigrants increasingly settled in the 

U.S. towards the end of the 20th century, many earlier migrants returned to their communities in 

Mexico as temporary or ‘circular’ labor migrants (Durand, Massey, & Zenteno, 2001). There is 

growing evidence of the health influences of U.S. migration on those who remain in Mexico 

(Bojorquez, Salgado de Snyder, & Casique, 2009; Creighton, Goldman, Teruel, & Rubalcava, 

2011; Ullmann, 2012). For example, the stress associated with family separation, feared or actual 

family dissolution, and increased responsibility for the well-being of young children has been 

linked to more depressive symptoms for Mexican women whose spouses have migrated to the 

U.S. (Bojorquez et al., 2009; Salgado de Snyder, 1993). Family members of U.S. migrants may 

also benefits from socio-economic mobility, better access to quality health care, as well as 

potentially adverse consequences of increased access to purchased foods or tobacco products 

(Handley et al., 2013; Riosmena, Frank, Akresh, & Kroeger, 2012; Salinas, 2008). Little is 

known, however, about how family member migration influences long-term chronic disease and 

mental health outcomes for older Mexican adults. In addition, explanatory and moderating 

influences on this relationship between U.S. migration history and later-life health of return 

migrants and their family members have seldom been reported. The objective of this chapter is to 

describe the relationship between spousal migration and later-life health outcomes for middle-

aged and older Mexican women. 

Literature Review 
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 The literature on the health effects of spousal migration has primarily focused on mental 

health outcomes using qualitative data (McGuire & Martin, 2007) or quantitative data with 

community or regional samples (Bojorquez et al., 2009; Salgado de Snyder, 1993). These studies 

suggest that the stress associated with familial separation and the additional roles and 

responsibilities assumed by women who remain in countries of origin can lead to depression, 

anxiety, or ataques de nervios (Bojorquez et al., 2009; Salgado de Snyder, 1993). For example, 

in ethnographic work with women in Oaxaca, Mexico, McGuire and Martin (2007) report that 

many women with spouses in the U.S. expressed a sense of grief or loss during the time their 

spouse was away, often as part of real or perceived concerns of family disintegration. This sense 

of loss was compounded by feelings of uncertainty or fear around the safety of their family 

members while crossing the border and living in the U.S., particularly if they were 

undocumented. In addition, women who remain in communities of origin face additional roles as 

the result of their spouses’ migration, including the potentially dual responsibilities of raising 

children and providing economically for the family, at least during periods in which spouses are 

not sending remittances back home (Salgado de Snyder, 1993).1 

 There may also be positive mental and physical health consequences of spousal migration 

on mental health, related to actual or expected improvements in the household economic 

situation or children’s educational prospects due to migration (McGuire & Martin, 2007), or the 

																																																								
1	Another study (Caballero, Levya-Flores, Ochoa-Marín, Zarco, & Guerrero, 2008) based in-
depth interviews with women in two Central Mexican communities report that in the absence of 
sufficient remittances, women who remain often take on domestic or informal work in addition 
to their roles as heads of household and work inside the home. That is, women working outside 
the home might be indicative of insufficient remittances or general economic strain in the family. 
On the other hand, in their analysis of Mexican Migration Project data, Aysa and Massey (2004) 
found that only urban-dwelling women with migrant spouses in the U.S. were compelled to join 
the labor force; spousal migration did not appear to influence the labor participation of women 
who remained in rural areas of Mexico.	
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potential for women’s increased autonomy around personal and family economic and health-

related decisions. For example, Caballero and authors (2008) found in ethnographic work that 

some women with spouses abroad gained greater freedom to seek out health care services, 

particularly related to sexual and reproductive health. However, this increased autonomy around 

healthcare services was only enjoyed by women who did not move in with other family members 

during their spouses’ time in the U.S.; while these women who remained on their own may have 

had less social support, they had greater autonomy. On the other hand, Bojorquez and authors 

(2009) found no support for the idea of increased autonomy, including autonomy in family 

decision-making and economic autonomy among community samples of Mexican women in the 

states of Guerrero, Oaxaca, and Puebla, and no significant interaction between spousal migration 

and autonomy measures on past-week depressive symptoms.  

Ullmann (2012) has extended this literature on the relationship between spousal 

migration to the U.S. and chronic disease outcomes in her analysis of health differences for 

young and middle-aged adult women in Western Mexico based on their spouses’ history of U.S. 

migration. Ullmann found mixed evidence for differential chronic health outcomes among 

women with migrant and non-migrant husbands. Those who had spouses with U.S. migration 

history were more likely to report heart disease, but there were no significant differences in 

hypertension, diabetes, or the odds of ever smoking when comparing women with migrant 

spouses and those with never-migrant spouses. In line with the literature on mental health 

outcomes, Ullmann also found evidence that women with spouses abroad were more likely to 

report “emotional or psychological” problems more generally, although with no clarification on 

the specific kind of problems these might be. There was no ‘dose-response’ effect of male 
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migration whereby women whose husband’s spent a greater proportion of the total time of their 

union abroad had worse health.2  

My analysis will build on the extant literature, which has addressed the effect of spousal 

migration on the health of Mexican women in younger adulthood or middle age, and has largely 

been restricted to community or regional samples and to mental health outcomes. Specifically, I 

will estimate the relationship between spousal migration and later-life hypertension, diabetes, 

and depression outcomes for a nationally representative sample of middle-aged and older 

Mexican women. I will additionally estimate the experience of raising children alone as a 

potential mediator explaining the relationship between spousal migration and health. Finally, I 

will examine aspects of women’s labor, decision-making, and personal migration experiences 

that may moderate the relationship between spousal migration and later-life health for this 

sample of older Mexican women.  

Conceptual Framework and Hypotheses 

 The theoretical motivation behind this analysis draws from work on transnationalism and 

gendered geographies of power. Transnationalism refers to the “political, economic, social and 

cultural processes that extend beyond the borders of a particular state, include actors that are not 

states, but are shaped by the policies and institutional practices of states” (Glick-Schiller, 1999). 

Of specific relevance to my dissertation is the idea that families may extend temporarily or 

																																																								
2	Ullmann also considered the possibility that women with migrant spouses were 

somehow differently selected into such unions based on their earlier life health conditions, as 
measured by a retrospective indicator of self-rated health status by 14 years old and adult height 
– a commonly used proxy of early childhood nutrition and health context. Although she found no 
differences on these two proxies of childhood conditions for women based on spousal migration 
histories, tests of other measures of childhood context (e.g. material deprivation, parental 
education, place of birth) and the role of women’s broader family migration histories (e.g. among 
siblings, parents, or children) might be included in further examination of how spousal migration 
contributes to health and aging amidst other life-course contributors.  
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permanently across nation-state borders. Family members across borders may be engaged in 

economic exchanges, cultural practices, and social relationships that include caregiving, social 

support, and compliance with familial obligations (McKenzie & Menjívar, 2011; Viruell-Fuentes 

& Schulz, 2009). Shifts in lifestyle or dietary preferences, changes in family level purchasing 

power, and resources around chronic disease prevention and management as the result of 

migration to the U.S. might extend to family members, including those who never migrate, 

through economic or social remittances (Creighton et al., 2011; Riosmena et al., 2012). In 

addition, family separation across borders can very often involve experiences related to actual or 

potential family dissolution and feelings of worry and grief (Frank & Wildsmith, 2005; McGuire 

& Martin, 2007). These family strains over time may contribute to chronic stress burden, which 

may potentially elevate the risk of depressive symptoms, hypertension, and diabetes. 

 Attention to cross-border family ties and later-life health also needs to take into 

consideration the role of gender and the family in structuring transnational processes and the 

health outcomes of these processes. Levitt and Jaworsky (2007, p. 137) suggest that “family 

networks that cross borders are characterized by gendered differences in power and status” (p. 

137).  Mahler and Pessar (2001) propose the idea of gendered geographies of power to explain 

the way in which gender structures migration, and how migration may both change and reinforce 

traditional gender relationships and inequalities. Migration may lead to changes in gender 

hierarchies, but may also reinforce traditional, gendered divisions of labor and power as migrants 

encounter new social locations in the reception context while continue to operate within the 

gendered context of their country of origin.  

Parrado and Flippen (2005) suggest that change in gender relations due to migration be 

viewed in the context of three domains -- labor, power, and cathexis, or the attachment of 
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emotional ideas or feelings to ideas, objects, or people – rather than evaluated as either a 

complete shift or complete stasis in gender inequality. With change potentially taking place 

across these three domains, it’s possible to imagine that family-member migration might 

influence the health of some non-migrants more than others, and in different directions, based on 

personal conditions of labor (e.g. paid or not; public, in the home, or both), power or control over 

decision-making, and individual ways of defining the roles of men and women in romantic and 

familial relationships.  

 For example, if a woman is able to improve her socio-economic standing and increase 

control over family finances by working outside the home, there may be some beneficial effects 

of spousal migration on health, including health in the long run (Bojorquez et al., 2009; 

Caballero et al., 2008). Working outside the home may afford women more control over earned 

income, or may facilitate the development of social networks outside the home that may help 

buffer the effects of stressful life events on health (Parrado, Flippen, & McQuiston, 2005). On 

the other hand, the social and economic gender hierarchies that existed pre-migration may 

become reinforced and may be made even more rigid as families are spread across borders if 

women who stay behind are prevented from gaining more egalitarian footing through entry into 

paid labor force or further dependency on their spouse’s increased earnings, sent home in the 

form of remittances (McKenzie & Menjívar, 2011). In addition, even women who gain 

employment outside the home as the result of migration likely have a double burden of formal 

employment and childcare (Caballero et al., 2008). Finally, women employed as domestic 

workers may face a dual burden of reproductive labor in the home and in the work day, in 

addition to being faced directly with class hierarchies that allow for the outsourcing of domestic 

work from wealthier to poorer women, which may be associated with a decreased sense of 
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personal control or other psychological coping resources to mitigate the health effects of job 

strain, family strain, and other stressful life events (Salazar Parrenas, 2000).  

 I hypothesize that on balance spouses’ U.S. migration will be associated with higher 

probabilities of diabetes, hypertension, and more past-week depressive symptoms for middle-

aged and older Mexican women, compared to those whose spouses never migrated. Given the 

theoretical framework related to gender and power in migration outcomes, I hypothesize that the 

adverse effect of spouses’ U.S. migration history on chronic disease and depression outcomes for 

middle-aged and older Mexican women will be explained in part by also having a history of 

raising children on their own. I additionally expect that the association between spousal 

migration to the U.S. on later-life health will be conditional on occupational histories of unpaid 

work or domestic work outside the home. For middle-aged and older Mexican women, the 

adverse effect of spouses’ migration history on chronic disease and depression outcomes may be 

buffered by a history of getting paid for their own labor, and by work in higher-status 

occupations (e.g. service, professional) for pay.  

 With reference to the dimension of power or decision-making raised (Parrado et al., 

2005), I also expect that the effect of spouses’ migration history on chronic health conditions will 

be exacerbated for respondents with lower self-assessed decision-making power relative to their 

spouses. Alternately, the adverse effect of spouses’ migration history on chronic health 

conditions will be buffered or diminished for higher self-assessed decision-making power 

relative to their spouses. High perceived control or decision-making power can additionally be 

thought of as a psychological resource that may buffer the deleterious health effects of stress, 

including family and job strain (Gallo, Espinosa de los Monteros, Ferent, Urbina, & Talavera, 
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2007; Pudrovska, Schieman, Pearlin, & Nguyen, 2005).3 Finally, I expect that women’s own 

mobility within Mexico might moderate the relationship between spousal migration and later-life 

health outcomes, with women’s own migration (primarily internally within Mexico), acting as a 

buffer between spousal migration and worse later-life health; while spousal migration decisions 

may be out of their control (Hondagneu-Sotelo, 1994), it may be that in some cases women’s 

own migration reflects greater decision-making power at least when it comes to matters of family 

and migration.  

METHODS 

Data and Methods 

 Data for this analysis comes from the 2001 Mexican Health and Aging Study (MHAS), a 

nationally representative panel survey of adults living in Mexico who were born before 1951 

(MHAS, 2001). The objective of the MHAS was in part to understand the role of migration, 

including family member migration, on the health and aging indicators of middle-aged and older 

Mexican adults. The MHAS includes extensive measures on health and health services, family 

composition, caregiving and monetary transfers, as well as personal and family migration history 

(R Wong, Pelaez, Palloni, & Markides, 2006).  

 The MHAS selected households with adults 50 years and older that were previously 

included in the nationally representative 2000 Mexican Employment Survey (ENE-2000) (R. 

Wong & Espinoza, 2004).  Based on the pool of potential respondents, the MHAS used a 

multistage area probability sample, stratifying by two Mexican regions consisting of: 1) six states 

with high rates of out-migration to the United States and 2) the remaining 26 states and the 

																																																								
3	There are no measures available in my dataset that would allow for conditioning the effects of 
spousal migration on later-life chronic disease and depression outcomes on individual 
respondents’ ideas or meanings attached to gender roles – the third domain raised by Parrado and 
Flippen (2005).	
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Federal District of Mexico. Households in heavy out-migration states (Durango, Guanajuato, 

Jalisco, Michoacán, Nayarit and Zacatecas) were oversampled relative to households in the 

remaining states4. Specifically, the quota of households set for the six high out-migration states 

represented 27% of the intended sample (or 3,000 households for a total target of 11,000 

households) whereas 73% of households (5,000) were to be surveyed in the remaining states. 

 At the household level, each adult 50 years or older had an equal probability of being 

selected, proportionate to the number of age-eligible adults in the household. Spouses or 

cohabitating partners were also interviewed regardless of age. Proxy interviews were completed 

for respondents who could not answer directly due to severe health problems, cognitive 

impairment, and language difficulties (e.g. non-Spanish speakers), or prolonged (but temporary) 

absences. Next-of-kin interview were conducted on subjects who had died by the follow-up visit.   

The MHAS had a baseline response rate of 89.7% and collected data from a total of 

15,156 respondents, spouses and proxy respondents. I am excluding 1032 proxy respondents 

from my analytic sample given their limited responses on key measures in my models (i.e. 

childhood conditions, depressive symptoms).5 I will also exclude 1669 spouses that were 

																																																								
4 Based on out-migration data from 1995. Guanajuato, Jalisco, and Michoacán were the most 
prominent sending regions throughout 20th Century U.S.-Mexico migration history, although the 
remaining three states are also considered part of the ‘historic sending region’ of Western 
Mexico (Durand et al., 2001).  
5 The exclusion of proxy interviews may bias the sample towards healthier individuals with more 
education, given that health and language difficulties were primary reasons for interviewing a 
proxy. In addition, while long-term care facilities are rare in Mexico relative to the US, a 
growing number of older adults make use of these facilities and would not be represented in this 
study (R Wong et al., 2006). This may skew the MHAS sample towards younger adults with 
better physical, mental and cognitive health indicators. On the other hand, Wong and Espinoza 
(2004) compared baseline sample characteristics for the MHAS to responses to other household 
surveys (National Health Survey, the National Income and Expenditures Survey, and the 
National Employment Survey, all fielded in 2000) and the 2000 Mexican Census to test the 
validity of the sample. They found that MHAS respondents were comparable to respondents to 
the Census and other national surveys on distributions of age, gender, educational, marital status, 
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younger than 50 years old at baseline. After excluding proxy respondent interviews and non age-

eligible spouses, the baseline sample includes 12,455 age-eligible direct respondents and 

spouses. Of the baseline sample, my analytic sample includes 6253 women with some marital 

history and with non-missing information related to spousal migration to the US. 

Dependent Variables 

 The outcome measures for my dissertation include self-report measures of doctor-

diagnosed diabetes and hypertension, respectively. Specifically, respondents were asked, “has a 

doctor or medical personnel ever told you that you have diabetes or a high blood sugar level?” 

and “has a doctor or medical personnel ever told you that have hypertension or high blood 

pressure?” Respondents answered either ‘yes’ or ‘no’, although a total of 120 respondents from 

my analytic sample reported never visiting a doctor or medical personnel as of 2001. Another 

133 were missing data on hypertension and diabetes.  

The third dependent variable is a measure of past-week depressive symptoms using an 

adapted, 9-item version of the Centers for Epidemiological Studies – Depression (CES-D) scale. 

Versions of the CES-D scale, including the 9-item version used in the MHAS, have been 

validated for use among older adult populations in Mexico (Aguilar-Navarro, Fuentes-Cantú, 

Ávila-Funes, & García-Mayo, 2007; Sánchez-García et al., 2008). For the scale, respondents 

were asked to indicate if for the majority of the past week they felt the following: depressed, 

lonely, sad, tired, that everything they did was an effort, or that their sleep was restless. An 

additional three positively worded items were included: whether respondents felt happy, enjoyed 

																																																																																																																																																																																			
literacy and number of children. Distributions of responses on average height, body mass index, 
self-rated health, doctor-diagnosed diabetes, hypertension, and current smoking and alcohol use 
were comparable between MHAS respondents and respondents 50 years and older to the 
National Health Survey.  
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life, or felt they had a lot of energy. Each item originally had a response code of 1 for a “yes” 

and 0 for a “no” answer. The three positively worded items were reverse coded and all of the 

items were summed such that higher scores indicated more depression-related feelings. The scale 

has a reliability coefficient of α = 0.80 for this sample. 

In addition to the continuous measure of past-week depressive symptoms, I will test a 

binary measure of five or more past-week depressive symptoms as a proxy for clinical 

depression. This cut-off point was suggested based on the validation study by Aguilar-Navarro 

and co-authors, (2007), based on their validation study with a sample of geriatric clinical patients 

in Mexico City. After comparing scores on the 9-item CES-D scale to clinician diagnoses of 

major depressive disorder using the criteria from the Diagnostic and Statistical Manual, Fourth 

Edition (DSM-IV), the authors found that a cut-off of five points maximizes both the sensitivity 

–the ability of the CES-D to suggest clinical depression given a positive clinical diagnosis using 

the DSM-IV, and specificity—or the ability of the CES-D cut-off to detect negative cases given a 

true negative clinical diagnosis of depressive disorder using the DSM-IV. In particular, the 

sensitivity estimated for the 5-point cut-off was 85.3% and the specificity was 56.7% (Aguilar-

Navarro et al., 2007). 

Descriptive statistics  

 The MHAS collected data from female respondents on whether or not their spouses ever 

went to live and work in the US, only if those respondents were not currently married (i.e. 

widowed, divorced, or separated). This means that for those women currently married, spousal 

migration history must be captured from their spouse’s own interviews. This creates two 

categories of women whose spouses migrated to the US – those who are divorced, widowed, or 

separated, and those currently married and living with their spouses. While the objective of this 
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analysis is to examine the effect of spousal migration to the US on later-life health outcomes for 

older women in Mexico, differences in demographic characteristics by both spousal migration 

history AND current marital status suggest that both factors need to be taken into account 

simultaneously. 

 Table 1 presents demographic differences by the overarching categories of spousal 

migration to the US, but also by sub-categories within these groups based on current marital 

status. At first glance, some of the differences between broad categories of whether or not 

spouses migrated to the US appear to be small. This is particularly true of the variables related to 

labor. For example, 67% of women whose spouses never migrated report ever working and 63% 

of those whose spouses migrated to the US report the same. Also, around 17% of both those with 

and without a history of spousal migration history to the US reported working in a domestic 

occupation. But the differences are stark when the spousal migration categories are broken apart 

by current marital status. About 75% of women not currently in a union report ever working in 

their lifetime, regardless of spousal migration history, while only 56% of those currently married 

whose spouses also migrated to the US. Similarly, between 22% and 25% of women not in a 

union at the baseline survey reported working doing domestic labor, while only 12% to 15% of 

those currently married reported the same.  

 The numbers on labor would make it seem as though the differences in this sample seem 

to lie more with marital status than with histories of spousal migration to the US. However, the 

indicator of whether or not women reported raising their children alone suggests otherwise. 

While women who were widowed, divorced, or separated at baseline were more likely to report 

raising children alone regardless of spousal migration to the US, nearly 66% of those both not in 

a union and reporting spousal migration history reported a period of raising children alone 
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compared to the 41% not in a union but with no spousal migration history. In other words, those 

with  

 In terms of current residence, it seems that who are not in a current union are also more 

likely to be living in urban areas compared to their married counterparts, regardless of spousal 

migration history. On the other hand, both married and unmarried women who report a history of 

spousal migration are more likely to living in one of the six historically high out-migration states 

oversampled as part of the baseline study. Women with a history of spousal migration are also 

more likely to have their own history of migration to the US (followed by return back to 

Mexico): 10% of women with a history of spousal migration to the US also went to the US to 

work or live across categories of marital status, compared with 2% of those with no spousal 

migration history. Rates of internal migration, on the other hand, were highest for women both 

currently married and with a history of spousal migration to the US (68%), and lowest for those 

not currently in a union and with spousal migration history (57%). Finally, those with spouses 

who migrated to the US – themselves more likely to have gone abroad and more likely to reside 

in historically high out-migration states, were more likely to have family members that have 

immigrated to the US to live or work. 

 All groups categorized by spousal migration history and marital status were similar on 

indicators of education, having a serious health problem before age 10, and reporting frequent 

hunger before age 10 – all indicators of childhood socio-economic and health conditions that 

may influence the selection of individual women into marriages with and without histories of 

migration to the US. However, about 64% of those with no spousal migration history to the US, 

and 74% of those with a history of spousal migration to the US reported having no sanitation 

facilities in their household before age 10, suggesting a context of more disadvantaged material 
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conditions for those in marriages that did not involve migration to the US. It may be important to 

control for this particular indicator of early childhood material conditions and health context, 

given that these early-life (and pre-marriage) conditions may also influence later-life health 

outcomes.  

 The final set of descriptive statistics in this table report on current economic and material 

conditions. Across categories of marital status and history of spousal migration to the US, 

respondents report a similar number of household items (slightly more than four, on average). 

They also give similar ratings of their subjective economic situation, with around 80% reporting 

insufficient funds to meet basic needs. There is a greater variability when it comes to reporting 

monthly incomes and net assets that fall in the bottom two quartiles, based on the overall 

baseline sample. Around 57% of respondents who are married report being in the bottom two 

quartiles of monthly income, whereas the figure is lower for those who are currently widowed, 

divorced, or separated (52% of those with no spousal migration history and 50% of those with 

spousal migration history). It may be that women in particular who are not in a union receive 

more monthly contributions from their children and other family members than those who are 

married and combine resources with their spouse. On the other hand, women who are not in a 

union have fewer total assets to their name compared to their counterparts in a union, regardless 

of spousal migration history.  Well over half of respondents not in a union report being in the 

bottom quartiles of wealth as constructed from the overall sample, whereas 40% of those in a 

union report being relatively disadvantaged in terms of their total assets.  

 Table 2 shows descriptive statistics for the outcomes variables for my analysis. On the 

descriptive level, there appear to be important differences in health outcomes by both history of 

spousal migration to the US and current marital status – with the most adverse health outcomes 
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reported by those whose spouses migrated to the US and who are not currently married. Around 

45% of women with no spousal migration history (regardless of marital status) and 48% of those 

whose spouses migrated to the US but are currently married reported ever being diagnosed with 

hypertension. This compares to the 57% of women who reported not being in a current union and 

spousal migration to the US that reported doctor-diagnosed hypertension. Similarly, between 

17% with no spousal migration history reported ever being diagnosed with diabetes while a full 

quarter of those with both spousal migration and no current union reported a doctor diagnosis of 

diabetes. It should be noted, however, that women with some history of spousal migration—and 

those who are not currently in a union, in particular—are significantly more likely to report 

having had recent tests for hypertension and diabetes.  

 Results are a bit more varied for the measure of past-week depressive symptoms. At first 

glance, the trends in past-week depressive symptoms appear to be more closely related to current 

marital status: around 40% of those currently married report five or more past-week depressive 

symptoms, regardless of spousal migration to the US. Among those not currently in a union, 49% 

of those with no spousal migration history report symptoms consistent with past-week depression 

and 55% of those with spousal migration to the US report the same.  

Bivariate associations between spousal migration and later-life health  

 Table 3 reports results from bivariate logistic regression analysis for all three-outcome 

variables using only the four-category measure of both spousal migration history and current 

marital status. The results for depression suggest that respondents not in a current union – both 

those who report spousal migration history and those who do not – have significantly greater 

odds of reporting five or more past-week depressive symptoms compared with those who are 

both currently married and reported no spousal migration history, which is the reference group 
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(OR: 1.44, 95% CI: 1.28, 1.61, for those with no spousal migration history; OR: 1.85, 95% CI: 

1.47, 2.32, for those with spousal migration history). There was no significant difference in the 

odds of depression for those who reported spousal migration to the US and are currently married 

compared to their counterparts who are also married but have no history of spousal migration to 

the US. Again, it appears that the odds of depression, based on a cut-off of five or more past-

week depressive symptoms, is more closely linked to current marital status than respondents’ 

experience with spouses migration to the US, although further analyses stratified by marital 

status are necessary to make this conclusion; I present these results below.   

 For the bivariate regression analyses of doctor-diagnosed hypertension and diabetes, 

respectively, the only group that has significantly greater odds of reporting these conditions 

compared to the currently married/no spousal migration history reference category is the group 

that is both currently not in a union and reports a history of spousal migration to the US. This is 

reflective of the descriptive statistics, which suggest that this group of respondents who 

experienced spousal migration to the US and are currently divorced, separated, or widowed, are 

the most disadvantaged in terms of their current chronic disease outcomes.  

 Table 4 presents results from bivariate logistic regression analyses of the association 

between spousal migration and each of the dependent health outcomes, stratified by current 

marital status. This allows a more direct look at the association between spousal migration to the 

US and each of the health outcomes within groups of respondents that are currently in a union or 

not. The results here suggest that there are significant associations between spousal migration to 
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the US and each of the later-life health outcomes – depression, hypertension, and diabetes – only 

for those who are not currently in a union.67  

 These stratified analyses are more to the point in terms of limiting analyses of spousal 

migration history and health to specific groups that are similar in terms of current marital status, 

allowing me to tease apart the effects of spousal migration from the effects of current marital 

status. However, I often choose to use the composite measure that combines the effects of 

spousal migration and current marital status for many of my subsequent analyses, given the fact 

that stratified analyses severely limits my capacity to make comparisons across the stratified 

groups because of highly variant sample sizes. In some cases, including for a decomposition 

analysis of mediation effects, and in some analyses I use both a multivariate and a binary model 

of spousal migration history, stratified by current marital status. 8  I now turn to multivariate 

logistic regression models.  

Multivariate logistic regression models  

 In Tables 5-7, I present multivariable logistic regression models for each of the three 

health outcomes. Given the varying results in the bivariate models based on whether or not I 

used the binary or the four-category measure of spousal migration, I run versions of the 

																																																								
6	In	multivariate	analyses,	I	further	stratify	by	whether	or	not	respondents	are	
divorced/separated	versus	widowed,	since	these	are	quite	different	phenomenon.	
7	For	those	currently	in	a	union,	I	also	try	the	regression	analyses	restricted	to	those	
married	only	once	to	be	sure	that	the	migrant	spouse	is	also	their	current	migrant	spouse.	
The	results	are	the	same:	there	is	no	significant	association	between	spousal	migration	and	
any	of	the	later‐life	health	outcomes	for	those	currently	married	or	in	a	consensual	union.			
8	I	also	tested	bivariate	and	multivariable	models	that	consider	a	four‐category	measure	of	
spousal	migration	by	whether	or	not	respondents	live	alone,	rather	than	respondent	
marital	status.		It	is	not	possible	to	simply	including	living	arrangements	as	a	control	
measure	in	a	multivariable	model,	since	no	respondents	who	are	current	married	live	
alone,	which	would	leave	cells	for	married	respondents	with	zero	observations.	I	decide	
not	to	include	these	models	here	because	cell	sizes	run	quite	small	in	some	cases	(n=86	of	
non‐married	respondents	reported	both	spousal	migration	and	living	alone),	and	results	
are	therefore	too	tenuous	to	interpret	with	confidence.		
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multivariable models using each version. Overall, I find some reduction in the effect sizes and 

significance levels of the measure of spousal migration to the US across models. According to 

my theoretical model, this does not imply that spousal migration, and spousal migration for those 

not currently in a union specifically, is no longer important. It may be that the relationship 

between spousal migration history and later-life health outcomes is indirect, and mediated by 

factors like raising children alone or work history. I examine this mediation effect in more detail 

further on in the analysis, but now turn to examine the results of the multivariable models for 

each of the health outcomes.  

 Depression results 

 It is clear that current marital status is a more important predictor of depression than 

spousal migration history in the multivariate model, as was evident in the bivariate models. The 

binary measure of spousal migration is not significantly associated with depressive symptoms.9 

What is interesting to note is that there are other variables related to migration that are 

significantly associated with the odds of depression. Living in a state with high rates of out-

migration to the US is significantly associated with greater odds of past-week depression, all else 

equal (OR: 1.38, 95% CI: 1.22, 1.56). Personal migration, which in the case of women is 

primarily internal migration within Mexico, is associated with 12% greater odds of depression 

controlling for spousal migration and residence in a high out-migration state (p<0.05). Finally, 

raising children alone is significantly associated with greater odds of depression, all else equal 

(OR: 1.47, 95% CI: 1.29, 1.67). It should be noted that living in a high out migration state, 

																																																								
9	I	also	tested	the	multivariable	models	using	the	binary	measure	of	spousal	migration,	
stratified	by	current	marital	status	(in	a	union	versus	not),	and	found	that	spousal	
migration	was	not	significantly	associated	with	depression	in	these	models,	confirming	the	
finding	that	marital	status	appears	to	be	driving	the	association	between	the	four‐category	
measure	and	depression.			
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internal migration, and raising children alone are all more prevalent among those who report 

both spousal migration to the US and not currently in a union.   

Hypertension results 

 Spousal migration is no longer significantly associated with later-life hypertension after 

including the full set of controls, including family demographics, early childhood and adult 

socio-economic status. This is true for models that use both the binary and four-category 

measures of spousal migration. Notably, raising children alone is associated with 22% greater 

odds of doctor-diagnosed hypertension (p<0.01); raising children alone is more prevalent among 

those currently not in a union, but in particular for those who both report spousal migration to the 

US and not currently being in a union.  

 Among the other set of controls in the model, older age, greater numbers of reported live 

births, and reporting a serious health condition during childhood are each associated with greater 

odds of hypertension. Poorer self-rated economic situation, a subjective measure, is associated 

with significantly greater odds of reporting hypertension, but having more household items, a 

slightly more objective measure of material conditions, is also significantly associated with 

greater odds of hypertension. This is a somewhat contradictory finding that might reflect the 

strain of relative or perceived economic deprivation, even while there may be a reverse socio-

gradient for some health outcomes for this group of older adults in Mexico, where better 

economic conditions facilitate diets or sedentary lifestyles that are risk factors for chronic disease 

outcomes.  

Diabetes results 

 The results for the doctor-diagnosed diabetes outcome suggest that spousal migration 

among those who report not currently being in a union continues to be associated with greater 
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odds of diabetes as was found in the bivariate models.  Reporting both spousal migration and 

being currently widowed, divorced, or separated is associated with 36% greater odds of reporting 

doctor-diagnosed diabetes, all else equal (p<0.05), compared with the reference group of women 

currently married and with no spousal migration history. Unlike with the models for depression, 

living in a state with high rates of out-migration to the US and respondents’ personal migration 

each appeared to be significantly associated with lower odds of diabetes diagnoses, all else equal. 

Also unlike both the models for depression and hypertension, raising children alone is not 

significantly associated with diabetes (and is not associated with diabetes even in a bivariate 

analysis, not shown). This may suggest that the pathways linking spousal migration and being 

currently widowed or divorced/separated from one’s spouse to later-life diabetes do not operate 

through the stress of raising children alone, which again is most prevalent among those with both 

spousal migration and currently not married or in a union.   

 In addition to separating models by four-category and binary models, I test bivariate 

results by specific categories of divorce/separated versus widowed (not shown, available upon 

request). The results show that, when controlling for the full set of covariates, there are no 

significant associations between spousal migration to the US and depression for either those 

divorced/separated or widowed respondents. There is a significant association between spousal 

migration and the odds of hypertension for those who are currently widowed, and a significant 

association between spousal migration and the odds of diabetes for both those currently widowed 

and those currently divorced or separated (both, p<0.05). 

Mediation effects with a decomposition analysis 

 My theoretical model emphasizes the possibility that the relationship between spousal 

migration to the US and later-life health outcomes is mediated by the effect of raising children 
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alone. The test for mediation effects in the case of logistic regression calls for an alternative 

approach to the comparison of reduced and full models with and without the key mediating 

variable to assess the impact on the coefficient and significance of the main predictor variable – 

in this case, spousal migration to the US.  The –khb—function in STATA allows for the 

decomposition of mediation effects that account for the rescaling of variance in a latent outcome 

variable that occurs each time another predictor variable is added to a logistic regression model.   

 The limitation of the –khb- function is that it does not yet allow for key independent 

variables that are not either continuous or binary, which means that I cannot use my four-

category measure of spousal migration by marital status. The alternative is to use the binary 

measure indicating whether or not respondents’ spouses ever went to live or work in the US or 

not. This complicates the test of raising children alone as a potential mediator, since my 

demographic variables suggest that a combination of spousal migration history and the end of 

one’s marriage or union are correlated with raising children alone. Women whose spouses 

migrated but are currently still in a union and living with them are just as likely to report raising 

children alone as those currently married women whose spouses never migrated. In addition, 

there is no significant zero-order association between spousal migration and any of the three 

outcomes for those currently in a union. I therefore run the mediation models using the binary 

measure of spousal migration, restricted to those not currently in a union.  

 The results suggest that there is a very small and non-significant mediating effect of 

raising children alone on the relationship between spousal migration and each of the three later-

life health outcomes. As shown in Table 8, the estimated odds ratios and significance levels 

decrease only very slightly when adding the measure of raising children alone (the full model) to 

the reduced model that includes only the measure of spousal migration to the US with the 
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remaining demographic and socio-economic controls, as described in the multivariable models 

above.  

 Given the null results for the mediating effect of raising children alone, I moved on to test 

measures of adult socio-economic status as potential mediators of the relationship between 

spousal migration and greater odds of depression, hypertension, and diabetes, at least among 

those not currently in a union. I do not show the results here, given that I find no significant 

mediating effects when using any of the adult socio-economic status variables I’ve specified in 

my full multivariable model. These include type of work (domestic versus other) and other 

indicators of work history (ever worked, ever worked for pay, ever worked for free), number of 

household items, and subjective economic conditions; I test indicators of monthly income and 

wealth as alternative indicators of current economic status as potential mediators. The results are 

null for all of these measures as significant mediators on their own. While many of these 

measures are significantly associated with health outcomes on their own, there is little variability 

in the distribution of occupational and other SES measures among women who are not currently 

in a union.  

 The final measure that might explain some of the relationship between spousal migration 

and hypertension and diabetes, at least for those not currently married, is body mass index – an 

important risk factor for both hypertension and diabetes. It is possible that those with improved 

socio-economic status due to the fruits of migration (or spousal migration) to the US have higher 

body mass index on average, given their greater ability to purchase prepared and processed food 

products or to afford more sedentary lifestyles. The descriptive findings (Table 2) for the 

differences in body mass index do not fully support the idea that this measure could mediate the 

relationship between spousal migration and later-life hypertension and diabetes in particular, 
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given that there do not appear to be large differences in the relationship between migration and 

BMI. One of the biggest differences is actually in the percentage of each group who have 

missing data on BMI: nearly 40% of those currently married with a history of spousal migration 

to the US having missing BMI data compared to 30% of those who are currently married but 

have no history of spousal migration. The percentages of missing data are similar, however, for 

those who are not currently married or in a union, regardless of spousal migration history to the 

US (34%). Nevertheless, I formally test BMI as a mediator of the relationship between spousal 

migration and both hypertension and diabetes, also using the –khb- decomposition analysis 

function in STATA, and find no significant mediating effect of BMI on my zero-order 

relationship (not shown). 10 

Interactions between spousal migration, labor and decision-making 
 
 The final piece of my analysis of the effect of spousal migration on the later-life health of 

older Mexican women is to examine differences in outcomes by dimensions of labor and power. 

This means testing whether there is a different effect of spousal migration on later-life health by 

dimensions of women’s work in and outside the home, as well as their ability to make decisions 

within their families and feel a sense of control over their lives.  

																																																								
10	As	might	be	expected,	being	in	higher	categories	of	BMI	was	in	most	cases	significantly	
associated	with	greater	odds	of	diabetes	and	hypertension	in	the	model	with	full	
demographic	and	socio‐economic	controls.	The	exception	was	for	models	predicting	
diabetes	that	were	either	limited	to	those	currently	married	or	models	that	included	this	
group	of	currently	married	respondents.	It	is	also	notable	that	those	with	missing	BMI	had	
significantly	greater	odds	of	hypertension	and	in	diabetes	models	restricted	to	those	not	
currently	married	compared	to	the	reference	group	of	underweight/normal	respondents.	
This	suggests	that	those	with	missing	data	may	in	fact	have	higher	BMI	on	average,	but	may	
be	reporting	that	they	do	not	know	their	weight	or	height	out	of	social	desirability	bias	(or	
lack	of	access	to	knowledge	about	weight	or	height),	which	may	present	a	challenge	in	
really	assessing	how	BMI	does	not	does	not	explain	part	of	the	relationship	between	
spousal	migration	and	chronic	disease	outcomes	(not	shown).		
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 In Tables 9-11, I show tests of interaction effects between spousal migration and lifetime 

work in a domestic occupation (compared to service, professional, factory, or agricultural 

occupations, or no work outside the home), for each of the three health outcomes.11 The only 

significant interaction between spousal migration and domestic work is for the model predicting 

doctor-diagnosed diabetes, which suggests that the combination of spousal migration and 

domestic work as associated with significantly greater odds of doctor-diagnosed diabetes 

compared to those with both no spousal migration and no domestic work as their lifetime 

occupation, the reference group (p<0.01); those who reported spousal migration but did not 

report domestic work as their lifetime occupation did not have significantly greater odds of 

diabetes than the no spousal migration/no domestic labor group. Specifically, the odds of 

reporting doctor-diagnosed diabetes for those who report both spousal migration and domestic 

labor are 74% greater than the reference category of no spousal migration/no domestic labor, as 

derived from the following equation: 

 e 0.51(spousal migration) – 0.09 (domestic) +0.59 (migration*domestic)  = e0.56  = 1.74 

 In Figure 1, I show the predicted marginal probabilities of doctor-diagnosed diabetes by 

categories of spousal migration and respondents’ history of domestic labor. The results here also 

suggest that the combined effect of spousal migration, in this case regardless of current marital 

status, and a history of domestic labor is associated with greater odds of doctor-diagnosed 

diabetes than only spousal migration or domestic labor, respectively.  

																																																								
11	I	additionally	test	interaction	terms	between	spousal	migration	and	other	dimensions	of	
work	history,	including	whether	or	not	respondents	worked	at	all,	whether	or	not	they	
worked	for	pay,	or	for	free.	I	also	consider	the	measures	of	raising	children	alone	and	the	
number	of	live	births	that	respondents	reported	as	potential	indicators	of	the	burden	of	
work	inside	the	home.	There	were	no	significant	interaction	effects	between	any	of	these	
measures	and	spousal	migration	for	all	three	health	outcomes.		
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 I next I tested interaction effects between spousal migration and respondents’ own 

migration, which largely took place in Mexico. While the relative temporality of spousal and 

respondent migration is largely unknown, it is possible that women’s own migration may 

influence health outcomes either by increasing an individual sense of mobility and control 

(perhaps a complicating factor to the idea of being ‘left behind’ if those left are still moving 

themselves), or by leading to increased burden of labor in and outside the home if women are 

migrating away from their families of origin, away from potential sources of support. The only 

significant interaction effect between spousal migration and respondent’s personal migration is 

for the model of doctor-diagnosed hypertension. Those who report spousal migration and no 

personal migration had 37% greater odds of reporting hypertension compared to those with 

neither spousal nor personal migration histories (the reference category), all else equal, while the 

odds of reporting doctor-diagnosed hypertension were 4% greater for those who report both 

spousal and personal migration compared to their counterparts with no personal or spousal 

migration to report: 

 e 0.31(spousal migration) + 0.05 (personal migration) – 0.33 (spousal*personal) =e0.04 =1.04 

 These results are depicted in Figure 2, which suggests that those who report spousal 

migration and a personal history of migration, primarily within Mexico, have lower odds of 

hypertension than those whose report spousal migration and no personal history of movement 

within Mexico. This suggests a slight buffering effect of women’s experience of personal 

migration on the adverse influence of spousal migration on hypertension outcomes. This may 

complicate the idea of the effects of spousal migration on a uniform group of women who are 

‘left behind’ in Mexico; many of these women are mobile themselves, either to the US and back, 
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or within Mexico, and this appears to an important consideration when examining the impact of 

spousal migration on long-term health outcomes.  

 The final set of interaction terms I test refer to the dimension of power as described by 

theories of gender and migration (Parrado & Flippen, 2005). Specifically, I test the interaction 

between spousal migration to the US and respondent’s perceived power over family-level 

decision-making, and then a measure of perceived control over one’s own life circumstances. 

The measure of power over family-level decision-making was asked only of respondents who are 

currently in a union, since the questions asked were about power over decision-making relative 

to these spouses (i.e. more, less, or the same power).12 Again, the only significant interaction 

effect between spousal migration and whether or not respondents have any ability to make 

decisions about their family affairs is for the outcome of hypertension. The results are as one 

might expect: there is no significant association between spousal migration and the odds of 

																																																								
12	As	suggested	by	Parrado	and	Flippen	(2005),	I	also	test	interaction	terms	between	
spousal	migration	and	age	and	education	differences,	respectively,	between	female	
respondents	and	their	spouses,	with	the	idea	that	differences	in	age	and	education	may	
serve	as	a	proxy	for	differences	in	female	respondents’	power	within	the	relationship,	with	
those	closer	in	age	and	education	levels	more	likely	to	have	equal	power	within	their	
relationships.	This	analysis	is	only	possible	for	respondents	who	are	currently	married	and	
whose	spouses	also	responded	to	the	MHAS	survey;	respondents	were	not	asked	about	
spouse’s	age	and	education	directly,	so	I	capture	it	from	their	corresponding	spouse’s	
interview	and	create	a	measure	that	subtracts	husband’s	age	or	education	from	the	female	
respondents’	age	or	education.	The	average	difference	in	age	for	those	currently	married	is	
4.6	years	and	the	average	difference	in	education	is	0.37	years.	There	are	no	significant	
interaction	effects	between	spousal	migration	and	either	difference	in	spouse’s	age	or	
education	levels	on	the	effect	of	any	of	the	three	health	outcomes	for	those	currently	in	a	
union	(not	shown).	There	is	a	significant	main	effect	of	differences	in	education	on	the	odds	
of	depression	only,	with	each	year	of	difference	in	education	associated	with	4%	greater	
odds	of	depression,	controlling	for	the	full	set	of	demographic	and	socio‐economic	
measures	(p<0.05,	not	shown).	I	ran	additional	bivariate	models	to	see	if	age	and	education	
differences	between	spouses	predicted	whether	or	not	respondents	felt	they	had	power	to	
make	decisions	within	their	relationships.	Only	the	measure	of	educational	differences	was	
significantly	associated	with	the	odds	of	female	respondents	reporting	they	had	no	say	in	
making	family‐level	decisions	(p<0.05).	
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hypertension for who have equal or more decision-making power relative to their spouses. 

However, the odds of reporting doctor-diagnosed hypertension for those with both spousal 

migration to the US and less family-related decision-making power relative to their spouses are 

34% higher than for those whose spouses never migrated and who have some say in family 

matters, all else equal, as derived from the following equation: 

 e -0.16 – 0.01 + 0.47  = e 0.29  = 1.34 

 Figure 3 also shows the predicted marginal probabilities for hypertension by categories of 

spousal migration and decision-making, confirming the finding that those who report both 

spousal migration and no decision-making power regarding family matters have higher odds of 

hypertension compared to those who report just one or the other. Again, this suggests that the 

combined effect of spousal migration and lack of decision-making power within families is 

associated with greater odds of hypertension for those currently married, even controlling for the 

full set of demographic and socio-economic characteristics.  

Discussion 

 Overall, the results of this analysis suggest that the effect of spousal migration to the US 

on the later-life health of middle-aged and older Mexican women is heavily dependent on 

respondents’ current marital status. For women who are currently married or in a consensual 

union, there are largely non-significant effects of spousal migration to the US on later-life health, 

with the exception of some significant interaction effects between spousal migration and factors 

like decision-making power within families. On the other hand, for women who are not currently 

in a union – divorced, separated, or widowed – a history of spousal migration to the US is 

associated with significantly greater odds of doctor-diagnosed diabetes and hypertension, 
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respectively. This result appears to be robust to a multivariable model that includes a number of 

controls for current and past demographic and socio-economic characteristics.  

 The findings of adverse effects of spousal migration to the US on diabetes and 

hypertension outcomes later on in the life course, at least for those currently not in a union, 

reflects to some degree the qualitative research on the effect of spousal migration on women ‘left 

behind’ in Mexico. As Dinerman (1982) observed based on her ethnographic work on the effect 

of migration on Mexican families in the 1970s: 

 “The increasingly prolonged absence of male heads of household has had a negative 
 effect on family roles and relationships. It has caused notable strain between 
 husbands and wives. Women comment freely on their suspicions of their absent 
 husbands’ sexual activities and express fear that a husband will ‘take another wife’ 
 in the United States.” (70) 
 
  
 In addition to concerns about the dissolution of unions, which appears to have a 

significant effect in its own right on later-life health, Dinerman also observed the burden that 

women faced in raising children on their own, stating that many women in the village she studied 

“commented on the difficulty of rearing adolescent sons without their husbands present to 

enforce discipline” (72). Although there is some ambiguity in my analysis as to the timing of 

raising children alone, and the gender, age, and numbers of children raised alone at any one time, 

my findings suggest that there are long-term effects of the experience of raising children alone, 

most notably on the odds of depression and hypertension.  

 There are some factors that complicate my overall finding that spousal migration to the 

US has adverse effects on later-life health for middle-aged and older Mexican women who are 

currently not in a union. For one, my spousal migration to the US is not significantly associated 

with depression. In fact, current marital status appears to be a much stronger predictor of 

depression than spousal migration; those not currently in a union have significantly greater odds 



	 31

of depression, regardless of their spousal migration history. It may be that depression in this case 

reflects more immediate conditions of family life and change, as well as current socio-economic 

conditions. The measure of depression used in this analysis reflects only past-week symptoms, 

rather than chronic experiences with depression over the life-course. In this case, more recent life 

events like widowhood or marital dissolution, and the potential for reduced social and economic 

support in middle-age and older adulthood may be more important in shaping one’s current 

emotional and mental health than past events like spousal migration to the US.13 

 There are also varying results for the models of diabetes and hypertension when testing a 

number of interaction terms related to female respondents’ labor history, personal migration 

history, and decision-making assessments. There was a significant interaction in the effect of 

spousal migration and domestic labor on the odds of doctor-diagnosed diabetes, but not for the 

other health outcomes. In particularly, reporting both spousal migration and domestic labor is 

significantly associated with greater odds of doctor-diagnosed diabetes, in this case for all female 

respondents with some history of marriage or consensual union (i.e. both currently in a union and 

not). This result held when testing the method of additive interaction effects, where the relative 

risk of doctor-diagnosed diabetes is significantly greater for those reporting both spousal 

migration to the US and a history of domestic work compared to those who reported neither 

experience.  

																																																								
13	I attempted to address the question of family support to some degree with an additional 
analysis of spousal migration and whether or not respondents live alone, although too few 
respondents live alone to fully execute this analysis. I additionally attempted an analysis 
modeling whether or not respondents reported five or more past-week depressive symptoms at 
baseline and at a two-year follow-up interview in 2003, with different iterations of the measure 
of spousal migration by marital status (the four-category measure vs. a binary measure with 
models stratified by current marital status, not shown). The results reflect the cross-sectional 
models, with no significant association between spousal migration to the US and reporting 
depression at two time periods in later-life.  
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 The relationship between male migration and women’s work, particularly in informal 

sectors, is also reflected in ethnographic work on Mexican migration. As Dinerman (1978) notes 

based on her work on Mexican migration in the 1970s, “the removal of a potential source of cash 

inflow, at least temporarily, combined with the expenditure of cash to sponsor immigration, must 

be compensated. A major compensatory mechanism for many households is the market vending 

by an adult woman of the household.” (499). This means that in some cases, paid work may be 

the result of spousal migration, particularly as male migrants are settling into work in the US, 

and also to compensate for the uncertainty of their remittance-sending (King, 2007). That said, 

paid work, including domestic labor, appears to be more common among women who are not 

currently in a union in the MHAS sample, regardless of spousal migration history.  

 As predicted by my conceptual model drawing on theories of gender and power in 

migration research, there are also significant interactions between spousal migration and 

decision-making power. For those currently in a union – those who responded to questions about 

decision-making power relative to their spouses – there is a significant interaction in the effect of 

spousal migration and decision-making power on the odds of later-life hypertension. Even 

though there are no main effects of spousal migration on any health outcome for those currently 

married, those who report both spousal migration and less decision-making power relative to 

their spouse have significantly greater odds of doctor-diagnosed hypertension compared with the 

reference group of respondents who report both no spousal migration and more or equal 

decision-making power than their husbands when it comes to family affairs.   

One of the key concerns in interpreting the results of the interaction terms in particular is 

the ambiguous timing of events. For example, while there appears to be a significant interaction 

in the effect of spousal migration and family decision-making power on the odds of diabetes for 
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those respondents currently in a union (with greater odds of diabetes for those reporting both 

spousal migration and low family decision-making power), the measure of family decision-

making power reflects current circumstances. It does not necessarily mean that women with 

higher or equal levels of family decision-making power relative to their spouses during the study 

had any say in whether or not their spouse migrated to the US, or other details of family life, 

earlier in their life. As Kaniaiapuni (1995) found in her more recent study of women’s role in the 

process of migration in two Mexican villages, women often had very little say in whether or not 

their spouses were going to migrate, and decisions were often made within a few days of 

departure. Hondagneu-Sotelo (1994) reports similar findings of women’s limited decision-

making around migration itself, based on her interviews with Mexican men and women in the 

US, reflecting on their and their spouses’ departure from Mexico. For any number of reasons, 

including both respondents’ and male spouses’ physical or cognitive functioning, female 

respondents’ relative power over family-level decisions may have improved or eroded over time. 

Spousal migration itself may have shifted decision-making patterns within families, as 

Hondagneu-Sotelo also reports that the Mexican immigrant women she interviews suggest that 

their husbands’ absence due to US migration required them to “act decisively and 

autonomously” as de facto heads of household (p. 65). Similar ambiguities about time might be 

applied to the interaction terms considering spousal migration and respondents personal 

migration, since the relative timing of each is unknown.  

 Another limitation of this analysis is that the variables of migration and marriage are 

measured at the individual level. I do not have information on community-level experiences of 

migration and sex ratios during respondents’ earlier lives. While I know some information about 

their current residence (high out-migration state or not, urban residence or not), I have no way of 



	 34

assessing whether this is the same context in which they lived out their marital and migration 

histories earlier in life. Choi and Mare (2012) emphasize the importance of considering 

community-level migration in models combining marriage and migration, given the fact that 

migration can contribute to vast changes in community marriage markets by removing 

marriageable single men for stretches of time. They suggest that women in these depleted 

marriage markets may be more likely to ‘marry down’ to men with lower education levels. It’s 

possible that partnering with men with lower education might lead to poorer economic outcomes 

for the family unit across the life-course, especially compared to women with a wider selection 

of marriage prospects in lower out-migration communities. On the other hand, women who have 

higher levels of education may also enjoy higher levels of power over decisions within their 

families and about their personal lives, which may diminish the adverse effects of spousal 

migration on health outcomes (Parrado et al., 2005). Even within Kanaiaupuni’s ethnographic 

study of two Mexican sending communities, there was a great amount of variability by 

community in the level of decision-making power that women had when it came to their 

spouses’ migration to the US; I am not able to take this community-level variation into account 

in my models.  

 Despite the limitations in my analysis, the overall findings support my hypothesis that 

spousal migration has an adverse effect on the later-life health of Mexican women, with the 

qualifications that these results only apply to those not currently in a union, and to models of 

doctor-diagnosed diabetes and hypertension. Even with these restrictions, the results speak to the 

importance of family migration history in shaping later-life chronic disease outcomes for older 

women in Mexico, in combination with their marital histories. Although the timing of spousal 

migration is not entirely clear, these findings point to the potentially ‘long-arm’ of spousal 
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migration to the US on the health of a subset of Mexican women who are currently divorced, 

separated, or widowed, suggesting that spousal migration history may be an important aspect of 

life-course influences on later-life health.   
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Fig	2.	Predicted	marginal	probabilities	of	doctor‐
diagnosed	hypertension	by	spousal	migration	and	
respondents'	own	history	of	migration	(n=5972)
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Fig	3.	Predicted	marginal	probabilities	of	doctor‐diagnosed	
hypertension	by	spousal	migration	and	respondent's	ability	

to	make	family‐related	decisions	(n=3702)


